0. 300

Q.48

~

G UNFADING BLACK INE—MAEKY A PERMANENT RECORD
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7 THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DI;T. NO, 317 PRIMARY REG. DIST. NO. _S&.

FILED AUG 10 1955

State Fuc No.... ‘)4 9[ ’2

‘Registrar’'s No. ! , 690

BIRTH NGQ.
i—-—-_ asasty
1P PI_ACE OF DEATH 2. USUAL, RESIDENCE (Whers deceassd lived. . I izstitation: rasidence befora
a. COUNTY a. STATE - b, COUNTY ., sdaiwioa).
- St, Louis ‘\—]\" Migsouri St. louis
b! CITY. (Lf_onuzld- corpurate limita, write numn.&ai{nu c. LENGTH OF || . ng (H outaide sorporate limits, 10 dive townabi)
— ea)
Town~ Warson Woods - rormatin | 35 “"”'"I: . TOWN Warson wooc%zé\% '
d. FULL NAME OF (1 not in boapital or institution, give strect address of losation) dRSTREET " (I yural, give location) N Y
HOSPITAL OR ADDRESS
msTiTuTion 1430 Andrew Drive 1430 Andrew Drive
3. g&:&éﬁ s.?:'E) 8. (First) b. (Middle) ¢, (Last) 4. DATE (Month) * (Day) (Vear)
{ Typs or Print) C. EUGENE REID DEATH July 21, 1955 ’
5. SEX ~{ 6. COLOR OR RACE | 7. \FV‘:AD%RV}EB 'SF&’EEC IESRR[ED 8. DATE OF BIRTH 9.-AGE e Ko YOR | O GeeR u s,
(&uﬁi o Days | Hours | Min.
Male hite Married June 20, 1898 |£EE7 - [T |
lOa USUAL OCCUPATION (Giwe kind of w 10b. KIND [OF BUSINESS OR IN- | t1. BIRTHPLACE (Btate or )
dunnxmwlolworﬂnlm-.mﬂnﬂr:l; " B 2 DUSTRY e !otdm : / |2£ENI1Z_ERI¢?FWHAT
District Manager Westinghouse Elect] Columbus, Ohig UsA U
13a. FATHER'S NAME lsb;‘ MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
C. Eugene Reid . [Janie Owen ____ |Mary Reid _
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sm.lmTv 17 TNFORMANT'S SIGNATURE OR NAME ADDRESS -
(Yes, Mqunkmwn) | (].fyw-lnw Tu of service) )
hB9-o7-L39h ¥rs, Mery Reid, 11430 fndrew Dr,Warson Wodd
19. CAUSE OF DEATH___ MEDICAL CERTIFICATION 'ﬁgﬁm
1-DIiSEASE OR connmo
 Entet ouly anecausopet [* DIRECTLY LEADING TO DEATH" 5 Leukemia - (Lymphatice) 8 yrs,

tine for (), (b}, and {c)

*This does not mean | NVVECEDENT CAUSES

Polycythemia

Morbid conditions, if any, giving DUE TO (b)
rise to the above cause (o) stating
tlw underlying cause last, ~

DUE TO (c)

the mode of dying, mh‘
a» heart fatlure, asthenia,
ele, It means the dis-
ease, infury, or compli

_Mﬁ.n_

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death,

tiom which caured death.

1%a. DATE OF OF_FI%AN- 19b,,MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
~ PN de ves ) wo [

21a. ACCIDEN'I;. (Bpecity) 21b. PLACEOF INJURY (s.x..lnorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE} .

SUICIDE - home, farm, fastory, sireet, office bldg.,exa.)

HOMICIDE
21d. TIME {Month) (Day} (Year} (Hoar 2te. INJURY OCCURRED 211, HOW DID INJURY OCCUR?

OF o s | WHILEAT—] NOT WHILE

IRJURY WORK AT WORK

22, I hereby certify that I attended the deceased from _Jdan, 10 1955_ to _Jn.ly_zl_ 19_55 that I last saw the deceased

alive on ﬂ;:,,q_g_:;g_ 19_ 5 and that death occurred at _QehiCA m

., Jrom the causes and on the dale siated above.

Degrea or iitle) b, ADDRESS .
(Zﬂb )q)a/@m.u- /Jo!p S 7704»««3

23c. DATE SIGNED

_7/22/55

222, SIGNAT © B
24b. DATE }

IR
TION, REMOVAL (Bpedity) ?/23/55

24c, NAME OF CEMETERY OR CREMATORY
H illerest Memorial Park

24a, BURIAL., CREMA-

24d. LOCATION - (City, fown, or county) ' ;4  (State)
N .-
D , Toxag =% - -

DATE REC'D BY LOCAL

25, FUNERAL umscrou' .“!

TURE

1.5,.
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~1 STATEMENT BY LICENSED EMBALMER
E I hereby certify that the body whose name is recorded on the reverse side of this certificate was q;gbalmed by me, of by

Student Eubilgo} No.

working under my personal supervision. °

) . '

Student voviereanann Chierssssesiansansanen Signed.......... ZLZMKMMQM ...............................
Student Embalmer .

Licensed Embalmer No.... 3 4. J‘{ ....................

P. 0. Address

Note: The above MUST BE SIGNED BY TFIE LICENSED EMBALMER in his OWN HANDWRITING. (Fazlure to comply
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.
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